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Abstract
According to the 2016 “U.S. Selected Practice Recommendations for Contraceptive Use”
and the “U.S. Medical Eligibility Criteria for Contraceptive Use,” published by the Centers for
Disease Control (CDC) and the World Health Organization (WHO), sexually active adolescents
benefit from oral contraception and counseling from their primary care practitioners, as they
already have an existing relationship. As a family nurse practitioner, I could provide an initial
assessment and prescribe the appropriate contraceptive instead of referring them to a
gynecologist.
I learned this in my practice during a 10-day reflective practice log. After a literature
review and several supporting articles, I received approval from Dr. Yuneisy Garcia for my
quality improvement project at her clinic. I received Institutional Review Board (IRB) approval
from the University of Texas at El Paso (UTEP). The Doctor of Nursing Practice (DNP) project
aimed to provide contraception for sexually active female adolescents and to provide counseling
to reduce the risks of unintended pregnancy and contracting a sexually transmitted disease
(STD).
Seven patients met the criteria and received counseling on safe sex practices. Only four
patients agreed to begin oral combination contraception. Patient follow-up occurred after two
weeks to determine the efficacy of the intervention and adherence, side effects, and adverse
effects as well as physical exam and safe sex practices. All patients had successfully taken their
combination oral contraception without issues; one patient reported not following safe sex
practices as counseled.
Keywords: oral contraception, combination oral contraception, adolescents, teenagers,
sexually active adolescents, pediatrics, gynecology, safe sex counseling
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A Quality Improvement Initiative: Combination Oral Contraception and Counseling for Sexually
Active Adolescent Girls 12–18 years old
Adolescence is a period of transition, exploration, and opportunities with a risk of
unintended pregnancies and health risks associated with early childbearing and sexually
transmitted infections (Oringanje et al., 2016). Teenagers with unintended pregnancies have poor
outcomes for themselves, their families, and society. From 2015–2017, Martinez & Abma (2020)
reported that 42% of never-married female teenagers aged 15–19 had sexual intercourse. Each
year, approximately 750,000 adolescents become pregnant, with more than 80% of these
pregnancies unplanned; approximately 20% of abortions are performed on adolescents
(Committee on Adolescence, 2007). The most current statistics collected by the National Center
for Health Statistics (2020) reveal that the cumulative probabilities of females having sexual
intercourse increase continually from age 15, 17, and 20 years of age, from 21% to 53% to 79%,
respectively (see Graph 1). Furthermore, Lee, Parisi, Akers, Borrerro, and Schwarz (2011) and
The Committee of Adolescents (2017), at the American Academy of Pediatrics, argue that
prescribing contraceptive counseling in primary care and by a pediatrician is associated with a
reduction in and prevention from unintended pregnancy and STDs as a result of their long-term
relationship. Incidence and prevalence estimates reported by the CDC’s 2018 STD surveillance
program suggest that young people aged 15–24 years acquire half of all new STDs and that one
in four sexually active adolescent females currently has an STD (CDC, 2019). About half of
adolescents are sexually active, 80% of whom become pregnant and 25% of whom have an STD.
It is evident that despite the nation’s best efforts to prevent unwanted teenage pregnancy and safe
sex practices, there is an unmet need for effective contraception for this population at the primary
care level. Early identification of sexual activity in adolescent females and access to combination
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oral contraception and counseling will improve quality of life by preventing unintended
pregnancies and STDs.
A systematic review of 53 randomized controlled trials concluded that interventions
involving a combination of education and contraception promotion were seen to significantly
reduce unintended pregnancy (Oringanje et al., 2016), and the failure rate declined from 12% in
2002 to 10% in 2006–2010. The 2016 “U.S. Selected Practice Recommendations for
Contraceptive Use” and the “U.S. Medical Eligibility Criteria for Contraceptive Use” published
by the CDC and WHO use systematic reviews and the preferred reporting items for systematic
reviews and meta-analyses guidelines to report that unintended pregnancy rates remain high in
the U.S.; approximately 45% of all pregnancies are unintended, with higher proportions among
adolescents and young women. Both companion documents provide evidence-based guidance to
medical providers on safe and effective methods of contraception once they are deemed
medically appropriate; combined hormonal contraceptives can be safely used by women of all
ages (CDC, 2020).
There are various safe and effective methods to prevent pregnancy in sexually active
adolescent girls. The most effective method, long-acting reversible contraception (LARC), is
associated with significantly lower condom use than adolescents taking oral contraceptive pills
(16.4% and 37.3% respectively), it is invasive, requires specialized training to perform and
remove, and often causes bothersome irregular bleeding, requiring oral hormonal therapy
(Menon, 2020). Therefore, although it is the most effective, it leaves adolescents at higher risk of
contracting a sexually transmitted infection and suffering adverse events. Combination oral
contraceptives are reliable, effective, and the most widely used and popular method for
contraception among adolescents (CDC, 2020). Using the Translational Knowledge to Action
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Framework, a gap in care for sexually active adolescent girls was identified. After reviewing the
literature, it was evident that combination oral contraception and counseling are the most
accessible and effective ways to prevent pregnancy and STDs in the adolescent population.
There was a perceived benefit associated with pediatricians counseling and prescribing
birth control to sexually active adolescent girls, as well as having a better acceptance of the topic
than they would with a gynecologist due to their long relationship. Understanding the stage of
development from early to late adolescence is vital in choosing medical interventions. According
to Allen (2019), during the adolescent years, the frontal lobe, which coordinates complex
decision making, impulse control, and the ability to consider consequences, is continuously
growing and does not mature until well into early adulthood. Therefore, teenagers do not followup with referrals out of embarrassment, access, and the logistics of making and keeping a
doctor’s appointment, resulting in unwanted pregnancies. The long-term relationship of
pediatricians with adolescents and families allows for a conversation on sensitive topics, such as
contraception, allowing them to recommend the use of more effective hormonal methods, such as
combined oral contraceptives, as opposed to the widely used condoms (Committee on
Adolescence, 2007).
The purpose of this project was the early identification of sexual activity in adolescent
females aged 12–18 years, to provide counseling on pregnancy and STD prevention, and to offer
access to prescription combination oral contraception and counseling on male condom use to
decrease pregnancy and STDs in this high-risk population. Additionally, it improves healthcare
effectiveness and access to care by providing contraception and counseling at the primary care
level, as opposed to further taxing the healthcare system and delaying care with a referral to a
gynecologist.
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Methods
Context
The project was carried out in a small pediatric clinic in Aventura, Florida. The patient
demographics of the pediatric practice in which the intervention was carried out are as follows:
ages newborn to 18 years old, Hispanic, Black, and White non-Hispanic patients. The clinic is
owned by Palm Medical Centers and led by Dr. Yuneisy Garcia; the pediatrician. Most common
insurance plans are accepted, as well as self-pay, and patients are seen on an appointment,
virtual, and walk-in basis. The medical assistant (MA), office coordinator, nurse practitioner, and
pediatrician were all part of the team who collaborated to ensure that the project was carried out
safely while adhering to confidentiality and clinical best practices.
Intervention
The project was designed based on a 10-day reflection on current practice at a pediatric
clinic. After a literature review on adolescent contraception was conducted, the project was
reviewed and approved by the program director, chair, and co-chair. A proposal was created and
presented to the collaborating physician who approved the project. Once that was obtained, the
project was presented to the UTEP IRB for approval. After it was deemed a quality improvement
project and without harm to humans, the project commenced. Over six weeks, females between
the ages of 12–18 who were being seen in the clinic for a well or sick visit were screened for
sexual activity.
On January 25, 2021, and for a month, all females aged 12–18, who were seen in the
clinic for well or sick visits, were screened for sexual activity. Confidentiality was maintained by
asking the parents to step out of the exam room for the interview. Once permission was provided
by the patient, the parents were counseled on the importance of preventing pregnancy and STDs.
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Both patients and parents were counseled on the options and efficacy of available contraceptives
(Appendix, Figure 2). Counseling also consisted of STD prevention using male barrier
contraception, side effects and adverse effects of using combination oral contraception, what to
do for late or missed doses, and adherence. Those who met the criteria and agreed to begin
contraception were given a urine pregnancy test by the MA. When a negative result was
obtained, the patients were prescribed a combination oral contraceptive. Lo Loestrin Fe daily
dose pack with 11 refills was the Combination Oral Contraception (COC) chosen, as it has low
doses of hormones. Finally, a two-week follow-up appointment was recommended and arranged.
Follow-up consisted of an assessment of blood pressure, body mass index (BMI), contraceptive
side effects, satisfaction, adherence, changes to health status, medication reconciliation and
patient concerns. State guidelines were followed regarding minors and oral contraceptives. The
project continued for six weeks; weeks five and six consisted of follow-up appointments for
those patients for which the intervention was implemented in prior weeks. Each week from one
to six, data collection occurred at the end of each day. The project team met weekly and, as
needed, to discuss the project’s barriers and progress. The project ended on March 9, 2021.
Study of the Intervention
This project used a non-experimental observational study design to assess the effect of
the intervention based on a comparison of outcomes before its use and afterward. The plan, do
study, act improvement model was utilized to build and guide the team, set aims, establish
measures, select the intervention, and then implement worksite process changes to sustain the
change in practice (Figure 5 & 6). To establish whether the observed outcomes were due to the
interventions, data were extracted from the Electronic Health Record (EMR) to determine how
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many sexually active patients were referred to the gynecologist at the same time a year prior,
how many reported seeing the gynecologist, and how many used contraception upon follow-up.
Measures
The measures taken for the project were guided by the “U.S. Selected Practice
Recommendations for Contraceptive Use” by the CDC. This document provides evidence-based
guidance on how to use contraceptive methods safely and effectively. The CDC monitors the
literature continuously for new evidence, updates systematic reviews, and facilitates
recommendations, as new evidence warrants. This document details each aspect of care involved
in prescribing combination oral contraception, including assessment, prescribing, and follow-up
recommendations for practitioners.
Analysis
A summative impact evaluation of counseling and combination oral contraceptives to
prevent pregnancy and STDs found that sexually active adolescent females who received
counseling and prescription combination oral contraceptives reported adherence to combination
oral contraception and safe sex practices when done at the primary care level as opposed to
referring them to the gynecologist for follow-up. This evidence supported the clinical team’s
decision to continue screening and offer birth control in the form of combination oral
contraception and counseling at the clinic. When appropriate, for confidentiality issues, patients
will be referred to a federally funded clinic for free or reduced and confidential reproductive
health care.
Ethical Considerations
Confidentiality is the idea that the personal and health information a patient reveals to a
clinician is private and that there are limits on how and when the information can be disclosed to
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a third party. Although most adolescents aged 14–15 have sufficient cognitive capacity and
emotional maturity to make health-related decisions similar to those that adults make, many
state-mandated barriers exist for adolescent confidentiality and obtaining reproductive health. In
Florida, minors under the age of 18 have to get a parent’s or guardian’s permission to receive a
prescription for birth control unless they are married, have a parent present, have health reasons,
are pregnant, or have ever been pregnant. However, those served at a federally funded family
planning office, such as the Florida Department of Health, do not need their
parents’ permission to get birth control (Ott, 2014). Additionally, adolescents do not require
parental consent to obtain barrier methods, such as male condoms, to prevent pregnancies and
STDs. Maintaining adolescent confidentiality was the only ethical concern identified in this
project. It was handled by explaining it to the patient as well as to the parent. The guidelines
were applied appropriately and ethically, and all medical professionals on the team worked
within their legal scope of practice.
The University of Texas’ IRB determined that this project did not meet the definition of
human subject research under the purview of the IRB according to federal regulations and was
approved prior to commencement of the project. The proposal sections were prepared before
project approval and were not included in the six-week time frame. There were minimal risks
associated with the prescription of combination oral contraceptives, which were assessed for
each patient before initiation. Participation was voluntary by both the patient and the parent.
Results
The project was designed based on a 10-day reflection on current practice at a pediatric
clinic. After a literature review on adolescent birth control was conducted, it was discovered that
the management of sexually active adolescent females could significantly improve to match the
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evidence of national guidelines in the primary care setting. Over six weeks, female patients
between the ages of 12–18 who were being seen in the clinic for a well or sick visit were
screened for sexual activity. Confidentiality was maintained by asking the parents to step out of
the exam room. Patients who verbalized sexual activity or plans to be sexually active were
counseled on the need for contraception both to prevent pregnancy and STDs. Patients were then
asked if practitioners could talk to their parents separately to discuss the importance of initiation
of such measures. Parents were provided with the same counseling as the patient. The patient
was then brought back into the room to discuss available options (Appendix, Figure 2), review
the plan, and allow for questions and answers. The patient was then weighed and measured,
vitals were recorded, and a urine sample pregnancy test was performed by the MA. A full
medical history and exam were performed to determine contraindications or the risk of
complications. Patients were prescribed a Lo Loestrin Fe daily dose pack with 11 refills. A twoweek follow-up appointment was recommended and arranged. Follow-up consisted of an
assessment of blood pressure and BMI, side effects, satisfaction, adherence, changes to health
status, medication reconciliation, and concerns by the patient or parent. Data were collected at
the end of each day for a total of six weeks to document and follow-up with each patient who
received the intervention (Figure 3). The project was extended by two days due to practitioner
illness; therefore, the official date the project ended was March 9, 2021.
Seven patients were assessed for contraception use and safe sex counseling. One patient,
aged 16, requested a long LARC implant and was referred to the county clinic after being
counseled on safe sex practices. One patient, age 15, did not want her mother to know she was
sexually active; therefore, she was counseled on using male condoms and recommended
following up with the county clinic for confidential, free, or reduced-price reproductive health
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care. Another patient’s parents, age 16, did not want their daughter to take combination oral
contraception and preferred for her to practice abstinence. Both the parent and the patient were
counseled on the risks of pregnancy and STDs; the patient was told about county services. A total
of four patients, aged 15, 15, 16, and 18, met the criteria and started on the intervention. Upon
follow-up at the two-week mark, all participants had no changes to their physical exam and had
maintained adherence to combination oral contraception. Only one of the patients reported not
using a male condom or any barrier to preventing STDs during their last intercourse as
counseled. This patient was counseled again on the importance of using a male condom to
prevent STDs. The patient was assessed for signs and symptoms of STDs and told to return if
any developed.
The electronic health record was used to collect information on the number of adolescent
female patients seen for contraception at the same time last year. Data were collected for the
entire month of February 2020. It was found that no patients had been referred to gynecology for
contraception, and no patients had been prescribed contraception. One patient had been ordered a
urine test for STDs due to symptoms. Two patients had been referred to gynecology for other
medical reasons that were not related to birth control.
Discussion
Summary
The data revealed that primary care practitioners can safely and effectively prescribe a
COC and provide counseling to prevent pregnancy and STDs in adolescents. When guidelines
are followed together with counseling and follow-up, it is better at promoting safe sex practices
and preventing pregnancy than referral to a gynecologist for the pediatric population. All patients
who were prescribed combination oral contraception reported adherence to the plan and did not
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have any complications. There was one patient who reported compliance with the COC;
however, her partner did not use a male condom during the last sexual encounter. All patients
involved in the project were adolescents aged 15–18 who received consent from their parents to
receive contraceptives.
Although there were patients that could not be involved in the intervention, due to policy
barriers of confidentiality for minors, they were successfully referred to a federally funded clinic
that provides reproductive care to minors. Additionally, understanding the unintended
consequences of prescribing first line recommendation of LARC in adolescents to mean a
potential increase in STDs better prepares the primary practitioner to prevent it. Through
additional education, reinforcement and monitoring the practitioner can recommend a safer
option for this population such as combination oral contraceptives.
Interpretation
The project aimed to improve access to contraception and counseling in hopes of
decreasing adolescent pregnancy and STDs. Following guidelines in primary care has profound
implications for the nursing profession, as nurses, and especially nurse practitioners, are frontline
healthcare professionals who play a role in ensuring evidence-based care is being delivered and
care is not delayed. Referral to gynecology, as opposed to providing contraception at the primary
level, adds a burden to an already overwhelmed healthcare system.
Practitioners caring for adolescents need to be actively seeking these patients and
provding conseling
Limitations
The project was limited by the small number of patients seen and for which the
intervention was implemented. The complexity of obtaining data to determine all the patients
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who were referred to gynecology was a limitation, as it was not clear in the documentation
whether they had ever been prescribed birth control or if they followed up with a referral. The
time frame of four weeks for the project was also a limitation. Follow-ups at two weeks are
insufficient to determine long-term compliance and effectiveness in preventing pregnancy and
STDs. A longer project timeline would have allowed for more data to be collected.
For the purposes of this project, counseling meant practicing safe sex practices by using
male condoms with every sexual intercourse, how to use them, and monogamy. The nurse
practitioner was also allotted more time than would normally be available to dedicate to
assessment, confidentiality, and counseling, which may have influenced the decision to begin
contraceptives and adherence once prescribed.
Conclusion
U.S. guidelines and evidence-based practices for prescribing contraceptives to
adolescents have been used to prevent pregnancy and STDs. This project will have the greatest
impact on novice and experienced family care nurse practitioners who are either not comfortable
with their oral contraceptive prescribing skills or for those practitioners who are used to referring
patients to gynecology for contraception and counseling. Having access to this information by
practitioners would improve their confidence and, by extension, their likelihood of managing
reproductive health for adolescents.
Providing contraception and counseling to adolescents increases access to reproductive
health for this population as well as adds value to the practice. Although, this subject is
controversial and there exists policy barriers to care, implementing this guideline in practice
opens the door to early conversation about the subject. Implementation of this intervention
provides patients and parents alike the time to ask questions and consider options to care before
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it becomes a problem. Prior to doing this project, sexually active patients were not actively being
seeked to prevent pregnancy and STDs; only episodically referred to gynecology. Prior to
implementing this intervention, it was not known that there was a free or reduced pricing
federally funded clinic which offers confidential reproductive care to adolescents.
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Week 1

Week 2

•01/25–01/29
•Assess all females, ages 12 to 18, who verbalize being sexually active. Perform a detailed
medical history to determine contraindications to combination oral contraception. I will then
counsel the patient and the parent, if possible, on the options and efficacy of availabe
contraception. Counseling will consist of STD prevention with barrier contraception, side
effects and adverse effects of combination oral contraception, what to do for late or missed
doses, and adherence. I will then perform a urine pregnancy test, and if negative, I will
prescribe a combination oral contraceptive daily dose pack with 11 refills. Last, I will
recommend a follow-up in two weeks. Follow-up will consist of assessment of blood
pressure and BMI, contraceptive side effects, satisfaction, adherence, changes to health
status, medication reconciliation, and any patient concerns. I will follow state guidelines
regarding minors and oral contraceptives.
•Collect data at the end of each day.
•02/01–02/05
•Continue with week one activities.
•Meet with the team to discuss project progress and barriers and provide answers and support.
•Collect data at the end of each day.

Week 3

•02/08–02/12
•Continue with week one activities.
•Follow-up with patients seen in week one who were counseled and prescribed contraceptives.
•Meet with the team to discuss the project's progress.
•Collect data at the end of each day.

Week 4

•02/15–02/19/19
•Continue with week one activities.
•Follow-up with patients seen week two who were counseled and prescribed contraceptives.
•Meet with team to discuss the project's progress.
•Collect data at the end of each day.
•02/22–02/26

Week 5 •Follow up with patients seen week three who were counseled and prescribed contraceptives.
•Collect data at the end of each day.
•03/01–03/05

Week 6 •Follow-up with patients seen week four who were counseled and prescribed contraceptives.
•Collect data at the end of each day.
•Project data collection ends.
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OBJECTIVES
•
•
•
•
•

Provide background information
Introduce the Problem
Discuss Project
Explain Results
Q and A

Background Information

Pediatric Practice

RPL

PICOT questions
Combination Oral Contraception for Sexually Active
Teenage Adolescents 12-18 years old compared to
referring to gynecology

Literature Review

Literature Review
•
•
•
•

Adolescent pregnancies
STDs: adolescents
Types of Contraception
Guideline

Statistics

CDC (2020)

Data

CDC (2020)

Data: Adolescent Condom Use

24%

57%

LARC

Oral Contraception

CDC (2020)

Types of Contraception

CDC (2020)

Data

Sexual Activity
in Adolescence

Use of LARC

Use of
Condoms

STDs

The Problem
1. Prescribing Contraception for Adolescents
2. Preventing STDs

The Guideline

Literature Review

The Project

Project proposal
IRB Approval

Site Approval

IRB

Intervention
•
•
•
•
•

Screening for criteria
Assessment
Confidentiality and Parental Consent
Counseled on condom use and how to take the pill
Prescribed combination oral contraception
• LoLo Estrin with 11 refills
• Followed up with in 2 weeks

Results
Patient 1

Patient 2

Patient 3

Patients
4,5,6 & 7

Age 16, requested a LARC implant
• Referred to the county clinic after
being counseled on safe sex practices
Age 15, did not want her mother to know
she was sexually active.
• Counseled on using male condoms
and recommended following up with
the county clinic
Age 16, did not want their daughter to
take contraception and preferred for her
to practice abstinence.
• Referred to county clinic.
Aged 15, 15, 16, and 18, met criteria and
started on the intervention.

Follow-up
All participants:
•

had no changes to their physical exam

•

had maintained adherence

•

Only one of the patients reported not using a male
condom or any barrier to prevent STDs during their

last intercourse.

Implications to Practice
• Quality.
• Access.
• Prevention.

References
Allen, B., & Waterman, H. (2019). Stages of adolescence. Retrieved from https://www.healthychildren.org/English/agesstages/teen/Pages/Stages-of-Adolescence.aspx
Center for Disease Control. (2019, July 30). STDs in adolescents and young adults. Retrieved from
https://www.cdc.gov/std/stats18/adolescents.htm
Centers for Disease Control. (2020, April 01). US Selected Practice Recommendations (US SPR) for Contraceptive Use, 2016.
Retrieved from https://www.cdc.gov/reproductivehealth/contraception/mmwr/spr/summary.html
Centers for Disease Control. (2020, November 05). US Medical Eligibility Criteria (US MEC) for Contraceptive Use, 2016. Retrieved
from https://www.cdc.gov/reproductivehealth/contraception/mmwr/mec/summary.html
Committee on Adolescence. (2007). Contraception and adolescents. Pediatrics, 120(5), 1135–1148. doi:10.1542/peds.2007-2535
Committee on Adolescence. (2014, October 01). Contraception for Adolescents. Pediatrics, 134 (4), 1244–1256. doi:
https://doi.org/10.1542/peds.2014- 2299
Martinez, G. M., & Abma, J.C. (2020). Sexual activity and contraceptive use among teenagers aged 15–19 in the United States, 2015–
2017. NCHS Data Brief, no 366. Hyattsville, MD: National Center for Health Statistics.
Menon, S. (2020, August). Long-Acting Reversible Contraception: Specific Issues for Adolescents. Pediatrics, 146(2):e2020007252.
doi: 10.1542/peds.2020-007252
Oringanje, C., Meremikwu, M. M., Eko, H., Esu, E., Meremikwu, A., & Ehiri, J.E. (2016). Interventions for preventing unintended
pregnancies among adolescents. Cochrane Database of Systematic Reviews, 2016 Feb 3(2), CD005215. doi:
10.1002/14651858.CD005215.pub3.
Ott, M. A. (2014). Teen pregnancy and confidentiality. AMA Journal of Ethics, 16(11), 884–890.
doi:10.1001/virtualmentor.2014.16.11.ecas3-1411
Sundaram, A., Vaughan, B., Kost, K., Bankole, A., Finer, L., Singh, S., & Trussell, J. (2017). Contraceptive failure in the United States:
Estimates from the 2006–2010 National Survey of Family Growth. Perspectives on sexual and reproductive health, 49(1), 7–
16. https://doi.org/10.1363/psrh.12017

Questions

Combination Oral Contraception in Sexually
Active Adolescent Girls 12- 18 years old
Angelica del Toro, MSN, APRN, FNP-BC

Methods

Background

Timeline

Despite the great progress made for contraception and minor authority to care
over the past 30 years, one third of childbearing women at risk for unintended
pregnancy still do not have access to, nor could they obtain a prescription for
contraception. Unintended pregnancy rates remain high in the United States;

Week 1

approximately 45%, with higher proportions among adolescents. Unintended
pregnancies increase the risk for poor maternal and infant outcomes and in
2010, resulted $21 billion in U.S. health care expenditures. Approximately half of
unintended pregnancies are among women who were not using contraception at

Discussion

•01/25 - 01/29
•Assess all females, ages 12 to 18 who verbalize being sexually active.
•Perform a detailed medical history to determine contraindications to combination oral
contraception.
•Patients were then counseled, and if parent if consented, on options and efficacy of
available contraception.
•Counseling consisted of STD prevention with barrier contraception, side effects, and
adverse effects from combination oral contraception, what to do for late or missed
doses, and adherence.
•A urine pregnancy test was performed in office, and if negative, patient was prescribed
combination oral contraceptive Lo LoEstrin daily dose pack with eleven refills.
•Lastly, A follow up was scheduled in 2 weeks.
•Follow up consisted of assessment of blood pressure and BMI, contraceptive side
effects, satisfaction, adherence, changes to health status, medication reconciliation, and
any patient concerns.
• Data was collected at the end of the day.

the time they became pregnant The DNP project, aims to facilitate contraception

The data revealed that primary care practitioners can follow national guidelines
to safely and effectively prescribe a COC and provide counseling to prevent
pregnancy and STDs in adolescents. When national guidelines were followed
together with best practices of counseling and follow‐up, it met the adolescents
needs earlier; thus, decreasing the risk of pregnancy and STDs than referral to a
gynecologist.
Providing oral contraceptives and counseling to adolescents in the primary care
setting, contributes to the quality of care being provided by following best
practices, preventing unintended pregnancies and STDs through access and

to women, albeit minors, and provide counseling to reduce the risk of
unintended pregnancy and the risk of contracting an STD.

Week 2

•02/01 - 02/05
•Continued with week one activities.
•Met with team to discuss project progress, barriers and provide answers and support.
•Collected data at the end of the day.

Policies aimed to restrict contraception access on the basis of moral or political

treating other menstrual irregularities and complaints. Additionally, providing
combination oral contraceptives to patients prevents negative pregnancy‐
related consequences such as infant prematurity, infant mortality, abuse, future

views leads to poor health, social and economic outcomes for women, families
and society. The outcomes of the project supports policy indirectly by adding to
Week 3

the existing body of knowledge of this problem and solution. Additionally, the
clinical significance of the project echoes healthy people 2020’s goals of

The measures taken for the project were guided by the “U.S. Selected Practice

decreasing teenage pregnancies.

Recommendations for Contraceptive Use” by the CDC. This document provides

The project was designed based on a 10‐day reflection of current practice at a

evidence‐based guidance for practitioner on how to prescribe contraceptive methods

pediatric clinic. After a literature review on adolescent contraception was

safely and effectively; taking into account every aspect of prescribing to include

conducted, it was evident that the current practice of referral to gynecology was

assessment, prescribing, and follow‐up recommendations. The CDC monitors the

not evidence based or best practice.

literature continuously for new evidence, updates systematic reviews, and facilitates
recommendations, as new evidence warrants. The quality improvement project was

•02/08 - 02/12
•Continued with week one activities.
•Followed up with patients seen on wee 1 who were counseled and prescribed
contraceptives.
•Met with team to discuss project's progress.
•Collected data at the end of the day.

unintended pregnancies, unemployment and poverty.
Despite the national guideline, practitioners have state laws as barriers which
prevents them from implementing them. The patients that could not be
involved in the intervention, due to confidentiality for minors policy, they were

Week 4

•02/15 - 02/19
•Continued with week one activities.
•Followed up with patients seen week 2 who were counseled and prescribed
contraceptives.
•Met with team to discuss project's progress.
•Collected data at the end of the day.

successfully referred to a federally funded clinic that provides reproductive care
to minors. This project contributes to the foundation and idea that birth control
options for sexually active women will someday be available, for all women,
over the counter or dispensable by a pharmacist in Florida; as it is common in

Week 5

•02/22 - 02/26
•Followed up with patients seen week 3 who were counseled and prescribed
contraceptives.
•Collected data at the end of the day.

many other states and nations.

approved by The University of Texas at El Paso’s Institutional Review Board and carried
out in a small pediatric clinic in Aventura, Florida.
Week 6

The patient demographics of the pediatric practice in which the intervention was carried

•03/01 - 03/09
•Followed up with patients seen week 4 who were counseled and prescribed
contraceptives.
•Collected data at the end of the day.
•Project data collection ends.

out are as follows: ages newborn to 18 years old, Hispanic, Black, and White non‐
Hispanic patients. The clinic is owned by Palm Medical Centers and led by Dr. Yuneisy

Purpose

Garcia; the pediatrician. Most common insurance plans are accepted, as well as self‐pay,

Results

References

and patients are seen on an appointment, virtual, and walk‐in basis. The medical

Quality

assistant (MA), office coordinator, nurse practitioner, and pediatrician were all part of

Patient 1

Age 16, requested a LARC implant
• Referred to the county clinic after being counseled on safe
sex practices

Patient 2

Age 15, did not want her mother to know she was sexually
active.
• Counseled on using male condoms and recommended
following up with the county clinic

the team who collaborated to ensure that the project was carried out safely while

Access

adhering to confidentiality and clinical best practices.

Prevention
On my patients:
 improve patient quality of life by preventing unintended pregnancy
 dysmenorrhea
 iron deficiency anemia
 benign breast disease
 decrease acne
 control/diminish menstrual irregularity

The Knowledge to
Action Framework

Some conditions possibly exacerbated cyclically:
 migraine (without aura)
 epilepsy
 irritable bowel syndrome
 inflammatory bowel
 some psychiatric and behavioral symptoms/disease

Patient 3

Age 16, did not want their daughter to take contraception and
preferred for her to practice abstinence.
• Referred to county clinic.

Patients
4,5,6 & 7

Aged 15, 15, 16, and 18, met criteria and started on the
intervention.
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Follow‐up

Avoid negative pregnancy‐related health consequences:
 Poor outcomes:
o infant prematurity
o infant mortality
o abuse
o future teen pregnancy
o low educational attainment
o unemployment and poverty

All participants:

QI Model for
Improvement

At the worksite:
 Complement current practice skills
 Providing awareness about the commonality of this problem
 Provide evidence‐based management options for adolescent reproductive health
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•

had maintained adherence
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“The hardest thing is not to get people to accept new ideas; it is to get them to forget old ones”
—John Maynard Keynes
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Abstract:
According to the 2016 U.S. selected practice recommendations for
contraceptive use and the US medical eligibility criteria for contraceptive use
published by the CDC and WHO, sexually active female adolescents benefit from oral contraception
and counseling from their primary care practitioner/pediatrician; as they already have an existing
relationship and it prevents delay in care. As a Family Nurse Practitioner, I could provide initial
assessment and prescribe the appropriate contraceptive instead of referring them to a gynecologist. I
learned this in my practice during a 10-day Reflective Practice Log (RPL). After a literature review
and several supporting articles, I received approval from Dr. Yuneisy Garcia for my Quality
Improvement Project Proposal, at her clinic. I received IRB approval from The University of Texas at
El Paso. The DNP project, aimed to facilitate contraception to sexually active female adolescents and
provide counseling to reduce the risk of unintended pregnancy and the risk of contracting an STD.
Seven patients met criteria and received counseling on safe sex practices. Only four patients agreed
to begin oral combination contraception. Patient follow up occurred after two weeks to determine
efficacy of intervention and on adherence, side effects and adverse effects of oral contraceptives.
These patients returned to the clinic for follow up at 2 weeks to assess for changes in physical exam,
side effects, compliance with pills and safe sex practices. All patients had successfully taken their
combination oral contraception without issues; one patient reported not following safe sex practice as
counseled
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